).
Discussion
Previous recorded cases of renal failure due to ureteric obstruction in pregnancy' 4 fall into two groups: in the first there is obstruction to a solitary functioning kidney; and in the second, a large gravid uterus secondary to hydramnios or multiple pregnancies has resulted in bilateral ureteric obstruction. In 3 reported cases no obvious cause was detected. Obstructive uropathy in pregnancy has occurred between 21 and 39 weeks' gestation. In advanced pregnancy, treatment to date has been by induction and delivery. Earlier in gestation, patients have been treated with a temporary nephrostomy or a ureteral catheter and in one case by haemodialysis. Our first patient demonstrates that the early substitution of a percutaneous nephrostomy by an internal stent allows the pregnancy to continue without the need for external drainage with its associated inconvenience and risk of infection. Elective surgery was thus usefully deferred until the baby was old enough to be cared for by other members of the family.
Unilateral renal obstruction in pregnancy without renal failure (cases 1 and 2) is probably a more common problem which has not been reported. The diagnosis of an acutely obstructed kidney in pregnancy depends largely upon the history and the findings on abdominal ultrasound examination. The latter investigation requires careful interpretation due to the existence of often considerable physiological dilatation of the upper urinary tract in pregnancy. Comparison ofthe degree ofdilatation ofthe affected kidney with the contralateral kidney is important, and the examination is also of value in detecting a urinary calculus which may be the cause of the obstruction. It is interesting to note that the postpregnancy IVPs in cases 2 and 3 were normal, with no demonstrable evidence of a primary pelvic hydronephrosis. It is well recognized, however, that obstruction of the pelviureteric junction can be intermittent, and in such cases urography or isotope renography is required when the patient has loin pain in order to make the diagnosis. An induced diuresis with Lasix at the time of radiology may reveal obstruction, but this was not observed in either case 2 or 3. It would seem from our experience with the cases reported here that a woman with a preexisting tendency to pelviureteric junction obstruction may be particularly prone to obstruct during pregnancy. This may-be contributed to by the attendant physiological dilatation of the upper urinary tract and the increased urine output in pregnancy.
Cases 2 and 3 reveal that the prompt insertion of an internal stent can relieve upper tract obstruction and obviate the need for a percutaneous nephrostomy5. In case 2 the insertion of a double-J stent proved an effective and safer alternative to induction of labour or probable emergency caesarean section. As illustrated by our patients, the stent is self-retaining and may remain in situ until successful delivery. In cases 2 and 3 the stents were voided spontaneously after 8 and 10 weeks respectively, and in the first case it was allowed to remain in position until one year after delivery. The use ofa prophylactic antibiotic is advisable, together with a high fluid intake, to prevent infection and the possible occlusion ofthe lumen and drainage holes in the stent. Streptococcus pyogenes is now a very rare cause of serious infection. We describe a case of fatal pneumonia due to this organism in a previously healthy young woman. developed a cough productive of brownish sputum. The patient's daughter had impetigo and a purulent nasal discharge. On examination the patient was delirious, tachypnoeic and distressed. Her temperature was 39°C and she had a generalized purpuric skin eruption. She was centrally and peripherally cyanosed. Her pulse was 120/min and her blood pressure 80/50 mmHg. There were signs of a right-sided pleural effusion. Neck stiffness was present. Chest X-ray confirmed a large right pleural effusion. Blood chemistry showed sodium 120 mmol/l, potassium 3.7 mmol/l, urea 22.6 mmol/l, creatinine 233 jimol/l, albumin 28 g/l and calcium 1.68 mmol/l. Liver function tests were deranged, with an alkaline phosphatase concentration of 126 U/l and alanine aminotransferase 137 U/l. She had a neutrophil leukocytosis (93% of a total white cell count of 30.1 x 109/l) and thrombocytopenia (platelet count 32 x 109/l with clumping seen on the blood film). Arterial blood gas tensions were: carbon dioxide 3.6 kPa and oxygen 6.3 kPa; bicarbonate concentration was 18 mmol/l and pH 7.35. A gram stain of aspirated pleural fluid showed numerous gram-positive cocci, mainly in chains, and a few polymorphs.
Case report
Intensive management was commenced immediately with intravenous benzylpenicillin, erythromycin, flucloxacillin and gentamicin. Intravenous water and electrolytes were administered along with 60% oxygen. Shortly after admission the patient suffered a cardiorespiratory arrest and died despite the usual resuscitative measures.
At necropsy there was extensive consolidation in the right lower lobe with early abscess formation, and early changes of consolidation in the right middle and upper lobes. There was a massive fibrinous exudate in the right pleural cavity. The kidneys showed evidence of previous pyelonephritis. A pure growth of Group A beta-haemolytic streptococcus was obtained from pleural fluid, blood, and from swabs taken from the daughter's nostrils. Antibody titres to a wide range of viral and atypical organisms were not elevated and virus was not isolated from a specimen of affected lung tissue.
Discussion
In the United Kingdom, Streptococcus pyogenes accounts for less than 3% of all bacteraemias and usually arises from cellulitis or other skin lesions1. In the pre-antibiotic era, however, 2-5% of all acute pneumonias were caused by Group A beta-haemolytic streptococci2. Such cases are very rarely seen now except in enclosed military populations3' 4 and may complicate acute viral respiratory infections5.
The clinical features have previously been well described' -. High fever and pleuritic chest pain are characteristic presenting features. Confusion and meningeal signs may occur. A widespread rash ('purpura fulminans') mimicking staphylococcal or meningococcal infection is more diagnostic and carries a particularly poor prognosis when associated with thrombocytopenia and positive blood cultures8. The most typical feature suggesting this diagnosis, however, is the rapid accumulation of a pleural effusion in a patient presenting with acute respiratory infection. This is found in up to 80% of Streptococcus pyogenes pneumonias, whereas a clinically detectable effusion occurs in less than 10% of other cases of pneumonia6.
The present report is intended as a reminder to physicians to be vigilant for Streptococcus pyogenes pneumonia, not only because of its potentially high mortality, but also because of the slow responsee to antibiotic therapy and the prolonged and often complicated course that typifies the conditions In 8 this caseth patient's daughter may have been the source of infection. Early and effective treatment of infections caused by this organism, such as im i d, ad screening of close associates for ecaraem carefully performed. We would further sugget that prophylactic therapy of all close contacts,should be routine practice5'.8.
